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Abstract 
Education and inter-generation educational transfer influence social representation of factors and mechanisms related to 
wellbeing. The study reflects social perceptions of beneficiaries of social and health care services on these related factors. The 
group interview with highly educated beneficiaries has been used for collecting data and thematic analyses for interpreting its. 
The results reveal perceptions regarding: individual and social responsibility for health, a dynamic inter-generation transfer of 
practices, and coping mechanisms. Education for health, on each age level and a lifelong learning focused on health are among 
suggested ways to improve the quality of inter-generation educational transfers on wellbeing.  
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1. Introduction 
The contents and procedures of the inter-generation transfer of practices, concepts and approaches concerning life 
in general, and healthy living in particular, become significant for the wellbeing of individual and the community.  
Deficiencies in this inter-generation transfer are detected, in Romania, while seeking explanations for an 
unengaged lifestyle of some young people in the rural or urban environment. The top-down resource management 
policies that the parents have been used to during their active lives, behaviours associated to an attitude of 
externalising control, result in a persistent attitude of dependence on, and continued appeal for support from the 
state. The state and its public policies are responsible, in the vision of these citizens, for everyone's wellbeing. The 
statement is partially true, but the actions of the state need to be accompanied by personal, familial and community 
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actions and initiatives (Astărăstoae, 2010; ùoitu, & Rebeleanu, 2011). Entrepreneurial spirit is, in the vision of the 
active part of young adults, an opportunity in the new, democratic society, built, in Romania, after the 1990s.   
There is confusion generated by the constant state of transition of the education, social protection and healthcare 
systems. The successes and failures in modernising, updating, privatisation and decentralisation in the past two 
decades have produced changes that Romanian citizens have not yet understood or that they have not yet accepted 
and internalised (Vlădescu, Buúoi, 2011; ùoitu, Rebeleanu, & Oprea, 2013). 
A conclusive example is provided by the insurance system used in healthcare services. The citizens who have 
paid into the welfare system before 1997 did not understand clearly that such insurance did not specifically include 
amounts assigned to ensuring healthcare services. New practices, such as the existence of minimum and basic 
packages, the reimbursement of GP services based on at least two criteria (number of insured patients on their lists 
and provided services), the privatization of family medicine itself are topics that are still unclear for many Romanian 
citizens, be they insured or uninsured. Also, the introduction of partial payment for some medical service, both in 
primary and specialised medicine, the full coverage by the state, in certain circumstances, of consultations given by 
physicians, but not of the prescribed investigations / laboratory tests, the subsidy of medication that depends on the 
presence of a certain pharmaceutical or active substance on the approved lists, or, more recently, the subsidy granted 
for the cheapest active substance, require a continued education of both service providers and of service users 
(ùoitu, Rebeleanu, Gavrilovici, & Oprea, 2013). 
Similar situations of constant reform and confusion can be found in the social protection system, as well as in the 
education system. The common trend is to reduce the intervention of the paternalistic state, to invite the user to 
contribute or to accept to receive a service or a social benefit for as short a period as possible (such as 
maternity/paternity leave), to invite the community and the family to look after its members. The mechanisms – of 
system decentralisation or privatisation, of service outsourcing – come in rapid succession, are sometimes installed 
in short intervals of time, and this does not allow for their understanding and mental acceptance by citizens, insured 
individuals, services users, clients or patients (Rebeleanu, & ùoitu, 2013).  
In Romania only one-quarter of the insured users really pay their insurance fees; two quarters are co-insured or 
use the services based on an episodic status (for instance, receiving the minimum guaranteed income/social insertion 
income, the health insurance being paid by the state budget) or a permanent one granted by special laws (war 
veteran, victim of deportation etc.); the remaining one-quarter use emergency medical services (which are 
sometimes more costly for the healthcare system, for the community and the state) each time they require medical 
attention (ùoitu, & Rebeleanu, 2011). 
The above are arguments that challenge the viability of an exclusively private health insurance system. The also 
reveal other possible situations of increased vulnerability when accessing healthcare services, with effects on all 
citizens. What would be the contents of such a proposed minimum service package? Will the principle of universal 
access to emergency services be preserved? How will these services be funded? How will the citizens capable of 
paying for insurance or services be made more accountable? 
It is assumed that medical services provided universally to the poor are justified (WHO, 2010), but some of 
Romanian citizens felt cheated by other people migrating for work in foreign countries, who do not pay any 
insurance and come to Romania as "medical tourists" on holidays, as well as by individuals with addictive 
behaviours, especially those acting irresponsibly in their use of alcohol and the so-called "ethnobotanicals" (plant-
derived hallucinogenic substances inhaled, as a rule, by smoking). The limited availability of other community or 
therapeutic support services for these kinds of potential beneficiaries are directly influencing the effects mentioned 
above. Accents are, however, differentiated in the attempt to find a balance between the endogenous and exogenous 
factors of vulnerability and risks concerning health status. In the common discourse there are positions underlines 
different dimensions of socio-economic determinants and a healthy perspective on wealth, in the attempt to manage 
resources rationally (Braveman, 2010; ùoitu, Rebeleanu, & Oprea, 2013).  
The following body of this article will reflect that being healthy becomes more congruent with being educated, 
informed and acting accordingly with all these news brought by a continuing (self) learning and inter-generation 
educational transfer of wellbeing.  
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2. Methods 
In this paper we shall focus on the data from a group interview with highly educated users/clients of social and 
healthcare services, 3 men and 5 women. The group interview took place on July, 2011. The data collected was 
analysed though the contents analysis method, from the perspective of constructivism. Starting from this theoretical 
approach, we have tried to identify versions of social reality concerning perceptual and cognitive ways of seeing 
health and wellbeing, trying to discover the individual mental processes in the construction of inter-generation 
educational transfer of wellbeing, as practices and responsibilities. The dialogue lasted for 120 minutes, being 
recorded both on audio and video media with the participants' consent (the participants signed a consent form in two 
copies, one for the researchers and one for themselves). The focus group was preceded by a meeting or a telephone 
conversation with each of the participants, stating the purpose of the research, the research questions and the topics 
pursued, and establishing the dates and times for the focus group meeting. The participants were selected through 
the "snowball" method and based on the stated willingness to participate. For analysing the data we have used 
thematic contents analysis. The recorded dialogues were transcribed and analysed thematically, based on the themes 
surfacing during the discussion. Beyond this we have identified suggestions concerning necessary changes in the 
inter-generation educational transfer of wellbeing. 
3. Results and discussion 
3.1. "Being healthy" and "concern for health" 
The service users that took part in the focus-group concerning access to healthcare services have underlined the 
different representations of what "being healthy" and "concern for health" mean. 
The dimensions reflected by the service users concerned: attitude factors: "To have positive thinking; to be 
cheerful, much more cheerful" (service user, pensioner, chronically ill, F, 60, urban); behaviour and lifestyle factors: 
"to have a healthy, balanced lifestyle, to eat many fruit and vegetables that are natural, not coming from the 
supermarket, to exercise more" (service user, student, active, F, 26, urban, intellectual); relational factors and factors 
related to individual autonomy: "to be healthy means to be a normal person who carries out their activity normally, 
is integrated in society and has normal relationships with those around" (service user, pensioner, active, M, 74, 
urban, intellectual) – in fact the respondent refers to the lifestyle that characterises an adult person; an integrative 
approach, close to the concept of wellbeing: " to be healthy means to have balanced and healthy morale, and in order 
to have that, it is down to status, to lifestyle, to inter-human relations." (service user, pensioner, active, M, 69, urban, 
intellectual). 
It is worth noting the positive position in relation to proactive behaviours concerning health status. The 
participants do not mention what should not be done in order to stay healthy, but rather underline how to be and 
what to do: “being healthy means to be educated and acting accordingly” (service user, active, F, 40, urban, 
intellectual). 
For the elderly in the rural environment, discussed in the examples given by the focus group participants, being 
healthy means being able to tend to their gardens, to continue their smallholding activities they have performed year 
after year throughout their lives, tilling the earth and rearing animals in the yard. In fact, the aspects concerning 
physical autonomy are more obvious here, the attempt to continue leading an active life being closely connected to 
physical ability. 
Regarding the attempt to continue the activities carried out during one's active life, there aren't great differences 
between intellectuals and farmers:  both categories wish to continue their activity, but farmers are limited by 
physical frailty, as they continue to age. Adjustment becomes more difficult for them, if they have not developed 
earlier on the habit of intellectual activities or of activities that do not rely solely on physical ability. 
On the other hand, the intellectual participants state that the fact that they can exercise and be active gives them a 
state of well-being. In the focus-group dialogue, when asked whether they saw a connection between being active 
and their health status, the answer came as a revelation to them: "I've never thought of it this way; now that I think 
of it, I believe that yes, there is a connection between being active and being healthy". (service user, pensioner, 
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active, M, 74, urban, intellectual). It could be understood from here that maintaining health is not a goal in itself, but 
rather a corollary effect of the joy of being useful, recognised and appreciated. 
3.2. Being sick – what does it mean? Representations of sickness and ill-health 
In 2011 Romania "being an elderly individual still means being sick and going to the hospital" says one of the 
users, a participant in the focus group with the service users (service user, student, active, F, 26, urban, intellectual). 
Thus, the use of primary and specialised healthcare for the health of the elderly comes as a practice that is justified 
by advanced age, on the backdrop of a negative social representation of this category of population.  
Old age and disability are two of the factors mentioned by the service users as associated with ill-health. To this 
we can add gender (feminine) and living in the rural environment as mechanisms that enhance – this time – the 
apprehension for consulting a doctor. Sometimes, one negative factor is enough, but when we have an association of 
two or three such factors, as mentioned above, access to health services is either drastically decreased, or it requires 
the involvement of new actors, seen by the elderly individual as factors that could balance the scales to compensate 
for helplessness and fragility. The focus group participants have invoked two examples: one, concerning an elderly 
individual from the urban environment, reflects a learned helplessness, based on unsuccessful interactions with the 
healthcare system; the attempt for restoring balance occurs here through the request made to another adult to make 
the phone call necessary in order to make an appointment with a specialist. The second example presents again a 
peer formed by an elderly individual and an adult, this time in the rural environment. The complexity of 
relationships, of interpretations and justifications for each member of the triangle elderly in need on a medical 
service – adult as a support individual – general practitioner (GP), makes us think about a therapeutic triangle: "My 
husband's grandmother goes to the doctor accompanied by an translator – her daughter – because she, the elderly 
woman, feels she would not be able to communicate with the doctor; her daughter fears her mother may indeed not 
understand what the doctor tells her, and the doctor really speaks gobbledegook" (service user, active, F, 40, urban, 
intellectual). 
Gerontological theories do give examples of such models of social interaction, but we believe that situations such 
as the one above are also the result of an identity image created by the elderly individuals in the Romanian space, 
and of their social representation. 
The elderly individuals' disengagement, their withdrawal is associated with an image of helplessness, with its 
assumption through the request of a representation, of support from their offspring, who become their 
"spokespersons" before the specialists in the healthcare system. We cannot rule out the possibility that the children 
themselves want to be of help to their parents, and thus they encourage such practices. 
The individual autonomy of each elderly person, assumed by one participant, a pensioner, who used to work in 
education, is also manifest in the relationship with the GP, being expressed through activeness, involvement, 
usefulness, good social relations, recognition, esteem, respect.  In fact, this particular elderly person manifests 
superior needs, admitting "these things keep me going. They give me power and I feel extraordinarily good" (service 
user, pensioner, active, M, 74, urban, intellectual). 
The service users taking part in the focus believe that the elderly population itself (rather than just the 
individuals) is vulnerable, because it lacks both accesses to healthcare services as well as someone to complain to 
about their health problems: "I believe that the whole segment of elderly population is affected, because they still 
have the dignity of not complaining about their situation, and at the same time they lack access in the sense that they 
do not resort to healthcare services every time they would need to". (service user, active, F, 40, urban, intellectual). 
Empirical research carried out among groups of elderly individuals in Romania (ùoitu, & Bârsan, 2012) has 
brought us to the conclusion that elderly people who used to have intellectual professions involving responsibilities 
and contact with people are still active, continue to have education-related activities, at other levels, on other planes 
– sometimes expanded to the level of adult population; responsibility in relation to the others, learned and applied 
during their active years continues to challenge and to encourage the performance of new, similar activities.  
Health status is closely tied to living standards, an aspect that becomes more visible as one gets older, according 
to the opinion of one of the participants in the focus group.  
Accents are, however, differentiated in the attempt to find a balance between the endogenous and exogenous 
factors of vulnerability and risks concerning health status. "Living standards are important, but more important is the 
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way we appreciate what we have, how sensible we are and the way we are educated to live." (service user, active, F, 
40, urban, intellectual). Such a position underlines one of the dimensions of socio-economic determinants and a 
healthy perspective on wealth, in the attempt to manage resources rationally. 
The introduction of a new approach, such as the one being discussed nowadays in Romania, of abandoning the 
public health insurance system in favour of a system managed by private insurance companies, is fraught with 
resistance to change, as well as with contextualised evaluations, due to cultural and economic argumentations. One 
participant in the service users' focus group saw this option as a luxury one, more appropriate for developed 
countries: "We cannot afford such things. We'd need other living standards. You need to have an evolved economy 
in order to rely solely on private health insurance." (service user, pensioner, active, M, 69, urban, intellectual). His 
concern is on the side of solidarity, but in a responsible form.  
An option exclusively in favour of private insurance would give the insured users the opportunity to be better 
informed in regard to the risks that are insured, in regard to insurance terms, in close connection to the paid amount 
and with their increased co-responsibility for health. 
3.3. Educating patients and population 
In the opinion of one of the participants in the service users' focus group, Romania lacks a rigorous education 
concerning health: "we should undergo regular check-ups, the way we do the periodic roadworthiness inspection for 
our cars" (service user, active, F, 40, urban, intellectual). 
Family practitioners (GPs) also stress patient responsibility. One physician taking part in the focus group 
discussion organised with doctors providing primary healthcare services stated that she tells each patient what is 
wrong with them, what to do and what not to do, "but from here onwards it's their responsibility." (GP, F, urban). 
The service users also know that it is their responsibility to have a good health status: "I know it is up to me and 
less up to others " (service user, active, F, 37, urban, intellectual), but certain steps are needed in order to increase 
this degree of awareness: "we must reach the point where we are concerned about our health status, but in order to 
get there we need to be taught this " (service user, active, F, 40, urban, intellectual). 
Who can be the actors teaching the population how to look after its own health? The elderly participants in the 
focus group have talked about the models of health education applied in schools before the reform of the healthcare 
and education systems after the 1990s, as well as about a form of adult education applied in the rural environment, 
"in groups of households", another practice used before the 1990s. It is now possible to involve more profoundly 
and more strongly the civil society, the patient's associations. One female participant mentioned an association of 
disabled pensioners that was transformed into the National Association for the Prevention of Illnesses, which, 
through the efforts of young participants, started running health education programmes in schools, teaching about 
prevention. 
3.4. Individual and social responsibility for wellbeing 
A responsible behaviour is acquired beginning with education in the family, but it is maintained in the attempt to 
preserve control over one's own life. An elderly participant, a former teacher, stated that "we must do some work 
with ourselves, instead of always having someone else coming in and ruling our life". "Absolutely everyone must be 
responsible for himself/herself. There must be some intervention at social level, but we must start from education 
and wealth". (service user, pensioner, active, M, 69, urban, intellectual) 
This statement expresses the very essence of the impact social determinants have on health status and wellbeing. 
From the point of view of this participant, social protection has to intervene in so many cases and situations due to 
the fact that the foundations of a healthy education, of an individual and social responsibility and of a minimum 
level of wealth have not been laid down and maintained properly. There is a shared responsibility on individual and 
social level regarding wellbeing. There is a shared responsibility on initial and lifelong learning. 
The role of education at an early age is often underlined by Michael Marmot in the research he carried out on the 
population in the UK and in other countries through WHO Europe (WHO, 2008; WHO, 2010).   
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Education and a healthy lifestyle are factors that were mentioned both by the young and the elderly participants 
during the focus group discussions. The account given by one participant suggested a solution for alcohol 
dependence, in the form of an aversive intervention  (until two decades ago, in the former Soviet Union, drunk 
people found in the streets were taken to "hygienization" centres, cleaned, allowed to sober up, then sent home, only 
to receive afterwards in the mail a very high bill for the services they had received; the participant in the focus group 
stated that fear on yet another expensive bill would cause the alcohol abusers to cut down their consumption). 
Unhealthy, addictive behaviours were mentioned in relation to an inequitable access to emergency services, where 
delays are caused by their repeated use by alcohol abusers (a category mentioned by the elderly participants) or by 
users of "ethnobotanicals" (a category mentioned by the young and adult participants). The participants have backed 
each other's arguments concerning the need to apply effective behavioural measures in order to reduce, on the one 
hand, the consumption of alcohol and hallucinogens and, on the other hand, for ensuring the payment of the medical 
and social services received by such patients starting with their third use of emergency services for intoxication-
related reasons.  
This is a particular understanding of vulnerability by the service users that took part in the focus group, reflecting 
trust in each individual's capacity of self-control. Research, however, brings a different perspective, some scientists 
considering alcohol addiction as being a disease, and others as the result of an ineffective active social protection 
system. 
4.  Conclusions 
Education and wealth are, for the participants in the focus group, the key for responsibility in the area of 
wellbeing. They are aware of the necessity to have an optimal or at least a decent level of coverage of basic needs, in 
order to be concerned with a good health status, be it for the individual himself or for the others. Responsibility for 
health, manifested in responsible behaviours and lifestyles, is possible provided that the citizens have both the 
knowledge and the financial resources required in order to maintain a healthy diet, that they have the knowledge 
regarding the positive effects of activity and (moderate) exercise, that they have the knowledge, power and social 
and medical services required in order to reduce dependence on alcohol, tobacco and other harmful substances (such 
as the so-called "ethnobotanicals").  
In the opinion of the participants in the focus-group discussion with service users, self-education for health 
becomes a practice only when a certain level of wealth is present and when individual responsibility is cultivated 
through early education in the family. Currently, self-information and self-education practices in the area of health 
are more present in an individual after an episode of ill-health or while looking for answers to a discomfort felt by 
the individual herself or by a significant person in her entourage.  
Out of the external factors that may influence access to healthcare and education services, the participants have 
mentioned minimum and decent living standards, such as access to electricity, water and sewerage. In Romania, 
there are few communities without electricity, but its absence would also reduce the possibility to call the 
emergency services when the situation requires. The absence of running water and of sewerage for more than half of 
the rural population is one factor that influences both the health status and the possibility to recover after debilitating 
episodes (such as a stroke followed by paralysis). 
Another exogenous factor that increases vulnerability in accessing healthcare services derives from the policies, 
practices and actions associated to welfare. Ensuring a minimum living standard, a minimum income, the existence 
of financial support practices in situations such as unemployment, illness, young or old age, temporary intervals of 
difficulty, fee exemptions and facilities granted for accessing the education system are all expressions of such 
welfare policies. Romania includes the most impoverished regions in the European Union (the North-East and the 
South regions); here, the dependence rate underlines the existence of a low ratio of population that is economically 
active, and the effects of the worldwide crisis are increasingly felt at all levels.  
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